SUMMARY A 65-year-old patient with isolated aortic arch atresia documented by cardiac catheterisation and cineangiography is described. Successful surgical repair was performed using a 10 mm Dacron tube graft to bypass the atretic segment.
Isolated atresia of the aortic arch is rare. In aortic arch atresia the arch is continuous, yet a segment of it is atretic so that apart from a collateral circulation, communication with the lower aortic segment is absent. Haemodynamically, the condition is similar to complete interruption of the aortic arch.
To our knowledge only 10 cases of isolated aortic arch atresia or interruption have been reported. '-9 In eight cases, the diagnosis was confirmed at operation, one case was diagnosed but untreated,8 and in one patient, the diagnosis was made at necropsy.I
In this report we present a 65-year-old man with isolated atresia of the aortic arch which was subsequently corrected by operation. The anatomical aspects, diagnostic problems, and surgical approach are discussed, with a review of the previously published cases.
Case history
A 65-year-old Bedouin man was referred to the Sheba Medical Centre for evaluation of shortness of breath, dizziness, palpitation, fatigue, and cachexia of one year's duration. On the lungs was equal. The apex of the heart was visible and palpable in the sixth intercostal space in the anterior axillary line. Examination of the back disclosed arterial pulsation in the intercostal spaces on the right side only. The liver was enlarged 3 cm below the right costal margin and was tender to palpation. The femoral and peripheral leg pulses were not palpable bilaterally. The electrocardiogram showed sinus rhythm, enlargement of both atria, left ventricular hypertrophy, and strain. Chest x-ray film showed right sided rib notching. The haemoglobin was 14-7 mg/100 ml; WBC 7900; blood urea 7 0 mmolI (42 mg/100 ml); serum creatinine 79-6 mmol/l (0-9 mg/ 100 ml). Cardiac catheterisation was performed via a percutaneous Seldinger right axillary approach. Thoracic aortography showed interruption of the aortic arch before the origin of the left subclavian artery ( Fig. IA and B) , with late filling of the descending thoracic aorta via a collateral circulation, especially the left vertebral artery ( Fig. 2A and B) .
At operation a left thoracotomy was made in the fourth left intercostal space. The aorta was dissected retrogradely, freeing the left subclavian artery which was small, approximately 3 mm in diameter. Further dissection of the aortic arch disclosed a narrow, 3 mm long segment of the aorta between the left subclavian artery and the left common carotid artery; no lumen was present. The left common carotid and right brachiocephalic trunk were dissected. A 10 mm woven Dacron graft was anastomosed to the left side of the brachiocephalic trunk using partial occlusion and was connected to the distal descending thoracic aorta using the same technique (Fig. 3) . After completion of the anastomoses, a mean blood pressure of 80 294 mmHg was measured in the ascending aorta and a patient was well but has subsequently left the country mean pressure of 70 mmHg in the descending aorta. and has not been restudied radiologically. Both femoral pulses and the left radial pulse were palpable and of good volume. Twenty-four hours after operation simultaneous pressure measurements Discussion were made in the right brachial artery and right femoral artery. Systolic pressure in the right brachial Atresia of the aortic arch is a rare malformation and artery was 120 mmHg and in the femoral artery 108 has been reported mainly in association with other mmHg. cardiac anomalies such as persistent ductus arteriosus On discharge the right arm blood pressure was and ventricular septal defect. The anomaly is different 130/90 mmHg. Nine months after operation the anatomically from interruption of the aortic arch, although haemodynamically similar. Whereas in interruption of the aortic arch part of the arch is absent completely, with varying distance between the two ends of the aorta, in atresia of the aortic arch the segment is short, externally narrow, and the lumen not patent. Only one previous case of aortic atresia without additional cardiac anomalies has been reported6 while others were aortic arch interruptions'-5 7 8 (Table) .
Interruption of the aortic arch was first described in the eighteenth century by Steidele It is interesting that all but two reported patients with isolated aortic arch atresia carried their pathology far into adult life, in contrast to the large group of patients with additional intracardiac anomalies who Fig. 2A and B) . Reconstitution of blood flow to the descending aorta was achieved at operation, either by direct anastomosis (cases 4, 7, 9) or by use of a synthetic tube graft, depending on the anatomical distance between the two end pouches of the ascending and descending aorta and the feasibility of bringing them together. Operation was successful in all patients included in this review. Surgical treatment of the anomaly is relatively simple and produces distinct improvement in both neurological and cardiovascular status. 
